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November 8, 2006

Robert Williams, Administrator
The Haven

1119 West Hudson Avenue
Nampa, ID 83651

License #: R(C-832

Dear Mr. Wiiliams:

On October 13, 2006, a complaint investigation, state licensure survey was conducted at The Haven. Asa
result of that survey, deficient practices were found. The deficiencies were cited at the following level(s):

e Core issues, which are described on the Statement of Deficiencies, and for which you have
submitted a Plan of Correction.

¢ Non-core 1ssues, which are described on the Punch List, and for which you have submitted
evidence of resolution.

This office 1s accepting your submitted plan of correction and evidence of resolution.

Should you have questions, please contact Rebecca Winter, RN, Health Facility Surveyor, Residential
Community Care Program, at (208) 334-6626.

Sincerely, - X
f i
i W
NS [/(f é {
DUz WA
REBECCA WINTER, RN
Health Facility Surveyor
Residential Community Care Program

RW/sic

c: Jamie Simpson, MBA, QMRP Supervisor, Residential Community Care Program
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Robert Williams, Administrator
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Dear Mr. Williams:

Based on the state licensure survey conducted by our staff at The Haven on October 13, 2006, we have
determined that the facility failed to protect residents from inadequate care. Based on record review and
interview it was determined the facility failed to develop an NSA or a BMP to identify and describe a
resident's needs for 1 of 4 sampled residents (Resident #1).

This core issue deficiency substantially limits the capacity of The Haven to furnish services of an adequate
level or quality to ensure that residents' health and safety are safe-gnarded. The deficiency is described on
the enclosed Statement of Deficiencies.

You have an opportunity to make corrections and thus avoid a potential enforcement action. Correction of
this deficiency must be achieved by November 27, 2006. We urge you to begin correction immediately.

After you have studied the enclosed Statement of Deficiencies, please write a Plan of Correction by
answering each of the following questions for each deficient practice:

. What corrective action(s) will be accomplished for those specific residents/personnel/areas found
to have been affected by the deficient practice?

. How will you identify other residents/personnel/areas that may be affected by the same deficient
practice and what corrective action(s) will be taken?

N What measures will be put into place or what systemic changes will you make to ensure that the
deficient practice does not recur? '

+ How will the corrective action(s) be monitored and how often will monitoring occur to ensure that
the deficient practice will not recur (i.e., what quality assurance program will be put into place)?

. What date will the corrective action(s) be completed by?
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Return the signed and dated Plan of Correction to us by November 7, 2006, and keep a copy for your
records. Your license depends upon the corrections made and the evaluation of the Plan of Correction you
develop.

In accordance with Informational Letter #2002-16 INFORMAIL DISPUTE RESOLUTION (IDR)
PROCESS, you have available the opportunity to question cited deficiencies through an informal dispute
resolution process. If you disagree with the survey report findings, you may make a written request to the
Chief of the Bureau of Facility Standards for a Level 1 IDR meeting. The request for the meeting must be
made within ten (10) business days of receipt of the statement of deficiencies (November 7, 2006). The
specific deficiencies for which the facility asks reconsideration must be included in the written request, as
well as the reason for the request for reconsideration. The facility’s request must include sufficient
information for the Bureau of Facility Standards to determine the basis for the provider’s appeal. If your
request for informal dispute resolution is received after November 7, 2006, your request will not be granted.

Please bear m mind that non-core issue deficiencies were identified on the punch list, a copy of which was
reviewed and left with you during the exit conference. The completed punch list form and accompanying
proof of resolution (e.g., receipts, pictures, policy updates, etc.) are to be submitted to this office by
November 12, 2006.

If, at the follow-up survey, it is found that the facility is not in compliance with the rules and standards for
residential care or assisted living facilities, the Department will have no alfernative but to initiate an
enforcement action against the license held by The Haven.

Should you have any questions, or if we may be of assistance, please call our office at (208) 334-6626.

Sincerely,

JAMIE SIMPSON, MBA, QMRP
Supervisor
Residential Community Care Program

JS/sle
Enclosure

¢ Debra Ransom, R.N., RH.LT., Chief, Bureau of Facility Standards
Lynne Denne, Program Manager, Regional Medicaid Services, Region III - DHW



PRINTED: 10/25/2006

FORM APPROVED
Bureau of Facility Standards
STATEMENT OF DEFICIENCIES (Xt) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING
13R832 10/13/2006
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1119 WEST HUDSON AVENUE
HAVEN, THE NAMPA, ID 83651
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EAGH DEFIGIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY)
R 000! Initial Comments Ro00 |\ Q08 \%.03220.3320
The foliowing deficiency was cited during a ‘;Q%GYEQS( R\“&S—\WQ'\*SQ%%
complaint investigation conducted at your ADQA woke Coe,
residential care/assisted living facility. The T‘m“ .. .
surveyors conducting your survey were: ‘° m&“\\ @\'%W\ﬂ‘\\%ﬁtm@m\\%
, NV o WEA and AW
Rebecca Winter, RN RESivERTR anSudigy
Team Cooargmator k‘“{%\%ﬁx\“\’ e Nao VS
Health Facility Surveyor Nﬁk %\ (\\j . X .
coron Mebanmel, RN S G Qone Sevesn VoS
aren McDannel, LRA &&%g DR et Sog
Health Facility Surveyor ks W NALNE,
. T e
Survey Definitions: QA \Qm% .
UAI = Uniform Assessment Instrument QNN 5 \ibig R
NSA = Negotiated Service Agreement hﬁ\\t AT LR N ANHYN
BMP = Behavior Management Plan ‘ . A\ b\@{\(}\@‘(m
MO OV SR S st L o
_ LN ORLG) -
R 008 16.03.22.520 Protect Residents from Inadequate | R 008

Care.

The administrator must assure that policies and
procedures are implemented fo assure that all
residents are free from inadequate care.

This Rule is not met as evidenced by:

Based on record review and interview it was
determined the facility failed to develop an NSA
or 2 BMP fo identify and describe resident's

needs for 1 of 4 sampled residents (Resident #1).

The findings include:
A NSA

Review of Resident #1's record revealed the
resident was admitied on 7/3/08 with diagnoses

‘\2\&&5&. NSA Savee Wewhos
?us\&\&&{\s%;;ﬁ% AN
U
&%§&$ BN s &-\’t\mm
X ieijt‘%\ﬁmm () dus v
&i&iﬁa&%\m&%&a\m\cm.
* SNNERR e, W e
8@\{ and o \NQ:\&Q\&“}Q%:‘ \(S:q‘ss
o) W Vg \\w\g?
&%%m\\m W%W‘&E\%
R NE 00K Waeoles
% Q\M\N\%‘kaw W e
MAe BN Residgsts Wl voe |

S,
SR e DA, weh, Y

which included anxiety, depression and & aQ,
: VA Wl DR
osteoporosis. %&&\ o, _ \CQO "QU\.
L NoW kakega ey .
Bureau of Facility Standards
TITLE (X6} DATE

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

STATE FORM

6888

TOGT i1 I continuation sheet 1of4




Bureau of Facility Standards

PRINTED: 10/25/2006
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

13R832

{X2) MULTIPLE CONSTRUCTION

A, BUILDING
B. WING

(X3) DATE SURVEY
COMPLETED

10/13/2006

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
1119 WEST HUDSON AVENUE

On 10/12/06 at 12:05 p.m., the resident was
observed being assisted with her medications
while she sat at the dining room table awaiting
lunch to be brought to her.

On 10/12/06 at 12:45 p.m., the resident was
observed using her walker o ambulate {o the
bathroom at the end of the hallway.

On 10/12/06 at 12:45 p.m., the resident stated
she used her walker for mobility, and she used a
commode placed next to her bed during the night.

On 10/13/06 at 2:30 p.m., the administrator
confirmed that he had not developed an NSA for
Resident #1.

8. Behavior Management

Resident #1's UAl documented the resident had
depression, anxiety and a history of occasional
aggression or agitafion,

On 10/12/06 at 12:00 p.m., the facility's daily log
was reviewed and documented the following:
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a). "9/28/08, [time not entered] resident got up
twice to use the bathroom...She was very upset
she had to use the potty in her room. She bit me
on my chest."

b). "9/26/086, {7:00 a.m. to 3:00 p.m. shift]...
(resident's name) had an argument with her
roommate. [ heard a ioud bang and went into
their room, the roommate was on the ground
against the door/wall crying. | helped her up...”

c). "10/3/08, [11:00 p.m. to 7:00 a.m. shift]...
(resident's name) siept all night until 6:00 am.
She hit me with the door and sald she wishes she
could hurt me."

d}. "10/6/08, [time not entered] (resident's name)
was upset through the night because she
wouldn't use the potty in her room so she hit me
with the door 3 times.”

On 10/12/06 at 11:45 a.m., the owner/caregiver
stated Resident #1 pushed her roommate down
onto the floor by pushing her with her walker, and
this event happened on 9/29/06.

On 10/13/06 at 1:10 p.m., Resident #1's
roommate was interviewed, She confirmed that
she had been pushed down by Resident #1. She
stated, "I'm not sure why she did that to me, | just
know that she was angry when she knocked me
down with her walker."

On 10/13/06 at 2:30 p.m., another caregiver
stated, "Resident #1 had some behaviors
recently. There was no written plan for how to
care for the resident. Staff just talked to her and
we tried to find out what she needed, or how we
could help her."
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On 10/13/06 at 2:36 p.m., the administrator
confirmed that he had not developed a BMP for
Resident #1. There was no written plan giving
direction fo caregivers on how to intervene when
the resident had inappropriate behaviors.

The faciiity did not develop or implement an NSA
which would provide guidance to personnel in
their provision of care and services to meet the
needs of the resident, Additionally, the facility
failed fo develop a BMP that included all
situations that triggered Resident #1's behaviors
or interventions fo be used fo prevent
inappropriate behaviors. These failures resulted
in inadequate care.
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October 26, 2006

Robert Williams, Administrator
The Haven

1119 West Hudson Avenue
Nampa, ID 83651

Dear Mr, Williams:

On October 13, 2006, a complaint investigation survey was conducted at The Haven. The survey was
conducted by Rebecca Winter, R.N. and Karen McDannel, R.N. This report outlines the findings of
our investigation.

Complaint # 1D00001987
Allegation #1: The facility did not have enough food to follow the facility's menu.

Findings: Based on observation, interview and record review it was determined the facility had
sufficient food supplies in the facility to meet the planned menu.

On October 12, 2006 at 11:00 a.m. the facility menu was reviewed, and was found fo
be nutritional and well balanced.

On October 12, 2006 at 11:11 a.m. the food supply of the facility was observed. The
pantry closet shelves were filled with canned and packaged food, and the refrigerator
and freezer were filled with perishable food.

On October 12, 2006 at 11:05 a.m. the administrator/owner stated he kept sufficient
food within the facility to meet the planned menu.

Conclusion: Unsubstantiated. Although it may have occurred, it could not be determined during
the complaint investigation conducted on October 13, 2006.

Allegation #2: The facility owner had taken the identified resident's walker away to limit mobility.
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Findings:

Conchusgion:

Allegation #3.

Findings:

The resident was forced to lie in bed throughout the day.

Based on observation, record review and interview 1t was determined the identified
resident had free access to her walker, and was able to choose when to ambulate or
rest on the bed.

Review of the identified resident's record revealed the resident was admitted to the
facility on July 3, 2006 with diagnoses which included fibromyalgia, hypertension,
arthritis, and osteoporosis.

On October 11, 2006 at 1:48 p.m., an adult protection worker stated the identified
resident told her she used her walker for mobility.

On October 12, 2006 at 12:45 a.m. the identified resident was observed using her
walker to ambulate to the bathroom at the end of the hallway. Staff did not interfere
with the resident's ambulation.

On October 12, 2006 at 11:30 a.m. the identified resident stated no one had taken
her walker away, and no one forced her to stay in bed.

On October 12, 2006 at 11:45 a.m. the owner/caregiver stated the identified resident
always had free access to her walker. Additionally, she stated the resident had a
commode by her bed to use at night to better meet her needs.

Unsubstantiated. Although it may have occurred, it could not be determined during
the complaint investigation conducted on October 13, 2006.

The identified resident was verbally abused by the facility's owner. The facility
owner also threw items at the resident.

Based on observation, interview and record review it was determined the identified
resident had not been verbally abused, and the owner did not throw items at her.

Review of the identified resident's record revealed the resident was admitted to the
facility on 7/3/06 with diagnoses which included fibromyalgia, hypertension,
arthritis, and osteoporosis.

On October 11, 2006 at 1:48 p.m., an adult protection worker stated she had gone
out to investigate verbal and physical abuse at the facility. She stated there were no
signs of abuse.

On October 12, 2006 at 11:30 a.m. the identified resident stated no one had spoken
harshly to her. Further, she stated no one had ever thrown anything at her.

On October 12, 2006 at 11:45 a.m. the owner/caregiver stated she had never spoken
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Conclusion:
AIlegatién #4.

Findings:

with the intent to abuse any of the residents within her care. Further, she stated she
had never thrown anything at any of the
residents.

On October 12, 2006 four random residents stated separately no one had ever spoken
harshly or abusively to them at any time during their stay at the facility, and they had
never seen anyone throw anything at the residents.

On October 13, 2006 at 9:25 a.m. another caregiver, who no longer worked at the
facility, stated she never observed the owners verbally abusing any of the residents
or throwing items at the residents.

Unsubstantiated. Although it may have occurred, it could not be determined during
the complaint investigation conducted on October 13, 2006.

The identified resident had been 11l and vomiting since August. The facility failed to
obtain medical services until the first week in October.

Based on interview and record review it was determined the identified resident had
obtained the needed medical services in a timely manner.

Review of the identified resident's record revealed the resident was admitted to the
facility on August 1, 2006 with diagnoses which included coronary artery disease,
gastroesophageal reflux disease, dementia, and hypertension.

Further review of the identified resident's record on October 12, 2006 revealed a
history and physical from a hospital which documented the resident was admitted
there on July 12, 2006. Additionally, the resident's record contained a "doctor's
orders and progress note" from the same hospital dated August 1, 2006, which
documented the resident was to be discharged from the hospital to the facility.

The identified resident's record also contained notes from another hospital which
documented the resident had been seen in the emergency department on two
occasions, On September 18, 2006 the resident was treated for a ventral incisional
hernia. On September 23, 2006 the resident was treated for abdominal pain and
hypertension. During the latter visit he was also diagnosed with an abdominal aortic
aneurysm.

On October 12, 2006 at 11:40 a.m. the identified resident stated he was in a hospital
for two or three weeks before coming to live at the facility. He also stated he was at
another hogpital in September where he was treated in the emergency department.
Further, he stated he had never vomited while at the facility.

On October 12, 2006 at 1:35 p.m. the owner/caregiver stated she had obtained
medical services for the identified resident when he needed it. She said the resident
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had had some abdominal pain and he had been diagnosed with a hernia and an
aneurysm when she took him fo the emergency room.

Conclusion: Unsubstantiated. Although it may have occurred, it could not be determined during
the complaint investigation conducted on October 13, 2006.

Allegation #5.  The facility owner assisted residents with medications. She pre-poured the
medications before assisting residents with them.

Findings: Based on observation and interview it was determined the owner/caregiver did not
pre-pour medications before assisting residents with them.

On October 12, 2006 at 12:15 p.m. the owner/caregiver was observed assisting two
residents with their medications. She did not pre-pour mediations. She took each
resident's group of blister packs one at a time to the residents.

Conclusion: Unsubstantiated. Although it may have occurred, it could not be determined during
the complaint investigation conducted on October 13, 2006.

As no deficiencies were cited as a result of our investigation, no response is necessary to this report,
Thank you to you and your staff for the courtesies extended to us on our visit.

Sincerely, :
M}uzmt }wﬁp)
REBECCA WINTER

Team Leader
Health Facility Surveyor
Residential Community Care Program

RW/sc

G Jamie Simpson, MBA, QMRP, Supervisor, Residential Community Care Program



IDAHO DEPARTMENT OF BUREAU OF FACILITY STANDARDS ASSISTED LIVING

HEALTH « WELFARE Botse, 1D 83720-0036 Non-Core Issues
(208) 334-6626 fax: (208) 364-1888 | Punch List
Facﬂlty Name - Physical Address Phone Number
M O (PPN 1D Wok Nudson Ave | Hil- 9232
ministrator 13 oge
£
YD\QQA%\A}\QO\W | Narper 3505
urvey Team L.eader Survey Type ' - ) - Survey Date
@ 00 e Wi Cbm@&un& mv&%@jc@m 1o-)3- oL

NQN -CORE ISSUES

Tl DS \ DG I Q_CL_QQ SM;&_W Ny @QD-H; \‘S \/\m}f“\'

213008 [Tha Cargalvan Aid naX OLSone Qack freciderd g
‘s{:&/%mr\gl\)’@/\ weagdiy ceXans o

3 B0 [RY ol 2 ruonde & VSRS Woene ook Siorad

200.0ll There was wno dLQ/ e,aiaﬁ‘/'sc?’\m ot Al nunrsiae Funciiong H/"
i +0 MAAI?C%S@J }Qe.m.sdﬂna,{ ﬁw}vﬂ The *Cac:W"f;V !B/& g

Response Required Date S:gnature of Facility Regzviﬁve Date Sigrned

- 13- Ol | A /-t jo /50

BFS-686 March 2006 _ 9/04



	10-13-06 The Haven C ltr.pdf
	10-13-06 The Haven C punchlist.pdf

